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Section I: Abstract
Problem: Skilled nursing facility (SNF) patients are vulnerable, aging, and have complex
medical histories. Readmissions from an SNF impact healthcare costs and hospital resources and
indicate poorly coordinated transitions home. Patients discharging from SNFs are at risk for
higher social determinants of health (SDOH) disparities, such as limited caregiver support,
transportation, housing insecurity, and food access. These SDOH risks can significantly increase
an SNF patient's risk for hospital readmissions. Assessing and addressing SNF patients' social
needs to reduce 30-day post-SNF readmissions can improve health outcomes and positively
impact healthcare costs and a patient's financial liabilities.
Context: Frailty, chronic medical illnesses, and limited social support are significant predictors
for SNF readmissions. Standardized assessment of SDOH for SNF patients upon admission from
the hospital can identify deficits in caregiver resources, nutrition, mobility, socialization,
transportation, and financial resources. Early evaluation of SDOH care gaps allows planning for
individualized interventions and resources to allow patients and primary caregivers to be
successful in the community and to reduce unplanned 30-day post-SNF readmissions.
Interventions: The interventions included a quality improvement project to improve
psychosocial assessments for patients discharged from the hospital to an SNF; modification and
implementation of an evidence-based psychosocial assessment, with complementary
interventions as the primary goal; and staff education to raise awareness and to plan effective
interventions to reduce readmissions focused on improving patient outcomes.
Measures: A set of metrics was created. The outcome measure concentrated on increasing the
number of patients who had a psychosocial assessment completed after being admitted to an
SNF, which documented both the evaluation and the intervention to any identified care gaps.
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The process measures were developing and training the department SNF registered nurses to
utilize the psychosocial frail bundle assessment tool to plan and secure interventions. Staff
satisfaction surveys and rounding interviews were the balancing measure to determine job
satisfaction, defined as the staff's time, workload, and compliance with the new frail bundle
workflow.
Results: Project metrics demonstrated a gradual increase between January 18 and June 30, 2021,
from 0% to 94% of SNF patients who received a psychosocial frail bundle assessment. SDOH
interventions, planned or secured, also increased from 0% to 88% during the same time span.
Conclusions: This project aimed to modify, implement, and utilize a psychosocial assessment
tool to identify appropriate interventions for patients with SDOH care gaps admitted to an SNF.
The successful integration of this assessment resulted in up to 94% of patients admitted to an
SNF having a psychosocial evaluation and 88% with at least one intervention documented in
their electronic medical record.
Keywords: Readmissions, health-related social needs, social determinant of health
assessment, skilled nursing facility
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Section II. Introduction
The acuity level of patients discharged from a hospital to a skilled nursing facility (SNF)
is higher now than in the past. In addition, readmission disparity exists in skilled nursing
populations made vulnerable by public policies, social inequity, and social bias, putting these
patients at higher risk for readmission (Centers for Medicare & Medicaid Services [CMS],
2020b). Addressing patients' social needs as a means of improving health outcomes is gaining
traction. It has become necessary to assess existing support systems better and understand the
role of social determinants of health (SDOH) in influencing health outcomes and 30-day postSNF discharge readmissions.
Frailty, chronic medical illnesses, and limited social support are significant predictors for
SNF readmissions. In 2021, Bensken et al. found a relationship between the number of SDOH
and hospital readmissions. Bensken et al. called attention to the need to develop interventions to
reduce readmissions for those with social risks. The assessment of a patient's SDOH upon
admission to an SNF may reveal potentially modifiable factors and standardized interventions
that can reduce 30-day post-SNF discharge readmissions from home to the acute hospital.
Standardized SDOH psychosocial assessments for skilled nursing patients upon admission can
identify deficits in caregiver resources, nutrition, mobility, socialization, transportation, and
financial resources. In addition, early evaluation of SDOH for SNF patients allows the case
manager to assist the patient and primary caregivers with individualized interventions, resources,
and education to bridge care gaps.
Problem Description
Hospital readmissions are a recognized quality indicator and account for billions of
dollars in annual Medicare spending. In April 2020, the Healthcare Effectiveness Data and

5
Information Set (HEDIS) benchmark metric was updated for plan all-cause readmissions (PCR;
CMS, 2019). The National Committee for Quality Assurance (2020) defines PCR as a HEDIS
measure that "assesses the rate of adult acute inpatient stays that were followed by an unplanned
acute readmission for any diagnosis within 30 days after discharge" (para. 1). Strom et al. (2017)
noted that the total weighted costs for 30-day readmissions in 2013 were $50.7 billion, and
patients over the age of 65 accounted for 58% of readmissions, at $29.6 billion. In addition to the
healthcare costs, patients with frequent readmissions impact healthcare resources, contribute to
bed shortages in hospitals and are more likely to experience significant psychological stress and
a financial burden (Low et al., 2016). To reduce avoidable readmissions, CMS (2020a)
incentivized hospitals to avoid financial penalties through the Hospital Readmissions Reduction
Program (HRRP), which took effect in 2012. The HRRP is a Medicare value-based purchasing
program that promotes hospitals and SNFs to improve communication and care coordination.
This coordination engages patients and caregivers in the patient's discharge plans to prevent
unnecessary readmissions (CMS, 2020a).
This focus on reducing SNF readmissions has led to a growing awareness that
vulnerable, aging, and disadvantaged populations disproportionately use large amounts of
healthcare resources and negatively impact healthcare costs (Low et al., 2016). The Center for
Health Care Strategies asserts that SDOH care gaps, such as food insecurity, housing, literacy,
and transportation, particularly among low-income and aging populations, can negatively impact
individual health outcomes up to 40% (Thomas-Henkel & Schulman, 2017). In addition, data
demonstrate that SDOH significantly increases a patient's risk for hospital readmissions.
However, historically, the United States has spent more on healthcare than on social services,
compared to other industrialized nations (Thomas-Henkel & Schulman, 2017).
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The SNF microsystem serves vulnerable populations. Reducing avoidable SNF
readmissions is an important organizational priority to control rocketing healthcare costs.
National healthcare initiatives are coming to the forefront to influence and refine care models to
identify and tailor services for these complex need populations (Thomas-Henkel & Schulman,
2017). In the pursuit of reducing post-SNF readmissions, it has become vital to understand the
role that SDOH play in the healthcare outcomes of skilled nursing patients. Early identification
and resource planning for identified SDOH care gaps can decrease patients' risk for unplanned
SNF readmissions after being discharged to the community.
Initial gap analysis determined that in 2020, out of 2,671 patients discharged from a
Sacramento hospital to SNF, only 697 received a psychosocial assessment. In other words, only
26% of patients that required ongoing care at an SNF were assessed for SDOH care gaps.
Considering the at-risk skilled nursing patients for SDOH care gaps, improving care coordination
and resource planning can positively affect healthcare costs by reducing readmissions and
supporting patients in managing their own healthcare needs from home. This paper describes a
quality improvement project to improve psychosocial assessments for patients admitted to an
SNF. Although there is no set CMS standard for the psychosocial evaluation of SNF patients, the
target was set at 80% for assessments and 60% for appropriate SDOH interventions to help
achieve the global aim of reducing post-SNF 30-day readmissions.
Available Knowledge
PICO Question
For adult patients being discharged from the hospital to a skilled nursing facility (P) can
assessing social determinants of health barriers on admission (I), as compared to standard care
(C), improve patients receiving community resources for identified health care gaps care (O)?
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A literature search was completed to identify the best evidence-based practices to address

the PICO question. Several databases, including Cochrane Library, CINAHL, and PubMed, were
used to search terms that included social determinants of health, health-related social needs,
health equity, health disparities, readmission, utilization, nursing home, long-term care, case
management, community-based care, social support, and prevention. Search limitations were
used to exclude publication dates earlier than 2010. Articles selected for inclusion were limited
to a retrospective cohort study, systematic review, and meta-analysis consistent with the PICO
question, population, intervention, comparison, and outcome deﬁned. Articles published before
2010 or were not consistent and focused on how SDOH affected readmissions were excluded. Of
the 19 articles identified, six matched inclusion criteria for review. In addition, a comprehensive
literature review was completed using the Johns Hopkins Nursing Evidence-Based Practice
Research Evidence Appraisal tool (Dang & Dearholt, 2018; see Appendix A). The electronic
search for literature identified a knowledge gap in available research regarding SDOH and
interventions related to the skilled nursing patient populations. However, close comparisons of
interventions can be made regarding readmissions of complex patient transitions across various
care settings, including hospitals, emergency departments, and SNFs.
Literature Review
Bensken et al. (2021) conducted a retrospective cohort study, appraised at Level III B.
The study identified five domains of health-related social needs (HRSN) from diagnosis codes
(ICD-10), including employment, family, housing, psychosocial, and socioeconomic status.
There was a relationship identified between readmissions and the number of HRSN diagnoses.
Bensken et al. highlighted the need to develop interventions to reduce readmissions for those at
social risk and demonstrated the importance of utilizing HRSN ICD-10 codes in healthcare
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settings. In addition, this study was identified as one of the first to use all-payer national data to
establish the relationship between HSRN and readmissions; particularly, as the amount of social
need increases, so does the readmission rate (Bensken et al., 2021).
Zhang et al. (2020) completed a retrospective cohort study, appraised at Level III B. The
authors looked to determine if applying community-level SDOH to the hospital readmission
predictive tool would improve the identification of potentially avoidable readmissions. The
analysis identified no predictive improvement to the general population, except for three distinct
subcategories of patients: SDOH disproportionately affected readmissions for Medicaid patients,
obese patients, and patients older than 65 (Zhang et al., 2020). Considering many nursing home
patients are elderly, with vulnerable social conditions, this study supports incorporating SDOH
assessments to reduce health disparities in the SNF population.
Leppin et al. (2014) conducted a systematic review and meta-analysis of randomized
trials that looked at preventing 30-day readmissions, which appraised at Level 1 B. The
Cumulative Complexity Model (CuCoM) is a framework developed by the research group to
successfully determine the impact of treatment burden and patient's capacity to perform postdischarge self-care. The CuCoM predicts, without high-touch, supportive discharge interventions
to decrease arduous discharge pressures, these patients will have poor outcomes that lead to
hospital readmission (Leppin et al., 2014). The interventions studied included identifying SDOH,
discharge planning, rehabilitative services, caregiver education, and coordinated care between
care settings. In addition, the researchers showed that interventions that augmented patient
capacity to reliably access and enact post-discharge care were more successful in reducing 30day readmissions (Leppin et al., 2014). This review has many strengths, including
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comprehensive assessments of discharge interventions that apply to this quality improvement
project to reduce 30-days post-SNF discharge readmissions.
Nuckols et al. (2017) performed a systematic review and meta-analysis, appraised at
Level III B. The team sought to evaluate if interventions designed to reduce hospital 30-day
readmissions were associated with the health system savings. Five categories of interventions
were assessed, "(1) assess patient risks and needs, (2) engage patient and caregiver, (3) reconcile
medication, (4) connect patient to usual clinicians, and (5) supplement care by usual clinicians"
(Nuckols et al., 2017, p. 976). The interventions were usually effective and cost neutral to the
health system. The data suggest that preventing one readmission of 100 enrollees receiving
interventions, on average, yields a net savings of $34,200 (Nuckols et al., 2017). In general,
Nuckols et al. demonstrated that interventions involving patients and their families are of higher
value to the health system, as they are associated with similar effectiveness and substantially
higher net savings.
Takahashi et al. (2020) organized a review of standard post-hospital transition models,
including the Mayo Clinic Care Transitions program, appraised at Level III B. Documented 30day rehospitalization rates raised concerns about the quality of care in the hospital and post-acute
ambulatory setting. The researchers found complex transitions across care settings and poor
communication to be preventable root causes for rehospitalization (Takahashi et al., 2020). The
data highlight the need for care delivery models to address advanced medical illness and frailty
extending beyond the immediate post-acute period. Interventions, such as medication
reconciliation, discharge planning, and education, when provided alone, are less effective than
when bundled together (Takahashi et al., 2020). Transition care models that bundle the hospital
risk assessment, which includes SDOH with a coordinated discharge plan and follow-up home
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visits, produce the most consistent positive outcomes. The program's success depended on
meeting the medical, functional, and psychosocial needs of their targeted population (Takahashi
et al., 2020).
Rationale
The simple define-measure-analyze-improve-control (DMAIC) performance
improvement model was the framework selected for implementing the frail bundle psychosocial
assessment (see Appendix B). Six Sigma DMAIC methodology will reduce the variation process
in assessing and implementing SDOH barriers to improve quality of care and reduce 30-day
post-SNF discharge readmissions. Six Sigma is a method that integrates the processes of control,
improvement, and planning (Pyzdek & Keller, 2018). In the define phase, the team identifies the
scope and establishes the improvement activity and project goals. The measure phase identifies
and obtains needed information to evaluate and determine the existing system and baseline data.
The analyze phase explores the way to eliminate the gap between the current performance and
the desired goal. Finally, the improve phase identifies and selects possible solutions to
implement and to improve the system. The chosen solution is implemented as a pilot or plan-dostudy-act (PDSA) change cycle. The improve phase is also where the identified solution and
interventions are evaluated. The control phase is the final step where the solution is controlled,
adopted, standardized, and implemented, and the new workflow is finalized (Pyzdek & Keller,
2018).
Specific Project Aim
The project aim is to modify and implement a psychosocial frail bundle assessment, from
0% to 80%, for patients discharged from a hospital to an SNF and to identify appropriate SDOH
interventions, planned or secured, from 0% to 60%, from January 18 to June 30, 2021.
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Section III. Methods
Context
The microsystem examined in this performance improvement (PI) project is an SNF
department that supports three hospitals in Northern California. The SNF department is part of
the greater Sacramento Continuum of Care, including home health, hospice, palliative care, and
the Excellent Transitions Program. The Continuum of Care is also known as the Continuum. The
Continuum supports patients who are too sick for outpatient medical services, but not sick
enough to require hospital-level care. The Continuum population is medically complex and
vulnerable and requires seamless continuity of care and follow-up to achieve a successful
recovery.
The SNF department coordinates all services for adult patients discharged from the
hospital to SNFs in the North Valley and South Sacramento area. Per organizational data pulled
from Tableau, approximately 250 to 300 patients are provided skilled services in 24 different
contracted SNFs per day. The SNF patient population breaks down to around 15% under 65
years of age and 85% over 65 years of age. Allscripts is a platform used to manage and send out
SNF referrals. This platform indicates the top SNF admission diagnoses are urinary tract
infection, pneumonia, sepsis, cerebral infarction, heart failure, fracture, aftercare following
surgery, diabetes, chronic obstructive pulmonary disease, generalized weakness, and complex
wounds.
The SNF department team includes one full time employee (FTE) SNF medical director,
one FTE SNF director, two FTE SNF managers, one FTE SNF quality registered nurse (RN), 13
FTE SNF physicians, 16 FTE SNF patient care coordinators (PCCs), one FTE SNF data analyst,
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and one FTE SNF administrative assistant. In addition, the Continuum leadership for the SNF
department includes the area manager and three Continuum administrators.
The SNF PCCs are RNs who conduct utilization reviews for skilled nursing criteria and
collaborate care with the SNF physician and a multidisciplinary direct care SNF team. The SNF
PCCs key processes are SNF admission assessments, medical care oversight, clinical review,
discharge, and transition care coordination. The SNF PCC workflow assesses new SNF
admissions within 72 hours and documents the initial assessment in the electronic medical record
(EMR). The evaluation includes a chart review for the patient's chief complaint and history of
the present illness. In addition, the SNF PCCs assess the patient's prior level of functioning,
baseline assistive devices needed for safety with activities of daily living, and planned discharge
environment and available discharge support. Weekly utilization reviews of current SNF patients
are completed on Wednesdays to assess medical and social barriers and to ensure the patient
receives the right care, at the right place, at the right time.
A SWOT (strengths, weaknesses, opportunities, threats) tool was used to identify
potential factors that could impact the PI project's success (see Appendix C). The strengths
included the support of the organization's regional and local leadership team, the shared vision
and goal between hospital and Continuum departments to improve handoff communication and
decrease 30-day readmissions, a solid and seasoned team of SNF PCCs, and an established
admission and assessment process timeline. The project's weaknesses included an SNF PCC
knowledge deficit of SDOH barriers and appropriate interventions, interdepartmental
communication, identification of frail bundle documentation in the EMR note, and limited
information technology automated data solutions for auditing compliance and outcomes.
Opportunities identified in the SDOH assessment project were the absence of a psychosocial
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assessment and staff education regarding the SDOH assessment and interventions. The new
assessment can be utilized as a handoff tool between Continuum departments and improve
workflow efficiency. Threats that could hinder this PI process included staff compliance, SNF
PCCs feeling overwhelmed with increased work, diminished employee engagement, and
competition with competing priorities and change projects.
The return on investment (ROI) is estimated to be positive (see Appendix D. Cost-Benefit
Analysis). The implementation of the new psychosocial tool and staff education related to the
assessment of SDOH barriers and appropriate interventions to bridge SDOH care gaps identified
is expected to decrease the number of post-SNF 30-day readmissions. The new SNF
psychosocial assessment process will ensure that patients with SDOH barriers are identified early
in the SNF admission. When psychosocial barriers are identified and appropriate interventions
planned and secured, expected outcomes are decreased readmissions and improved patient care
outcomes. Also, individualized psychosocial interventions can have a long-term effect on
improving self-care, quality of life, and post-hospitalization recovery. In addition, the decrease of
post-SNF 30-day readmissions improves the psychological and financial burden to the patient
and Medicare reimbursement penalties accrued related to unplanned readmissions.
The communication strategy is critical to achieving the project's objectives. Modification
of the evidence-based psychosocial frail bundle assessment tool, created by southern California
Health Maintenance Organization utilization leaders Dr. Bigley and Dr. Quezada, will be utilized
to identify SDOH barriers and planned interventions to support complex patients with
psychosocial care gaps (see Appendix E). The frail bundle is an assessment that reviews a
patient's medical coverage, nutrition, mobility, caregiver access, life care plans, and access to
housing, transportation, clothing, and food. These assessments are matched with interventions to
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provide patients and families with appropriate resources to bridge care gaps. An in-service to
educate SNF PCCs will be used to roll out the new assessment tool and then weekly focused
meetings with department managers and the SNF PCCs to troubleshoot the tool and to discuss
questions and concerns on barriers and appropriate interventions.
Intervention
SNF readmissions impact healthcare costs and the organization's reimbursement rate and
are indicators of poor quality of care. Bensken et al. (2021) recognized that readmission rates
increased as the number of social needs increased. The average cost for a Medicare patient
hospital readmission is $14,438 (Agency for Healthcare Research and Quality [AHRQ], 2017).
The SNF microsystem's baseline readmission rate for 2020 was 18%, above the department goal
of 17% for 2021. In 2020, the average number of SNF patients readmitted within 30 days after
discharge was five patients per month. Initial gap analysis identified that in 2020, only 26% of
patients that required ongoing care at an SNF were assessed for SDOH barriers. Therefore, it is
critical to better understand current support networks and how the SDOH care gap affects patient
outcomes and 30-day readmissions after SNF discharge.
The Institute of Health Improvement Model for Improvement (MFI) was utilized to test
the frail bundle psychosocial and intervention assessment tool (see Appendix F). The MFI PDSA
cycle was used to test the SNF PI interventions (see Appendix G). The frail bundle assessment
tool was modified from the original Continuing Care Quality Management Model tool into an
SNF psychosocial assessment (Bigley & Quezada, 2015). The average length of stay at an SNF
is 7 to 10 days, so the key is to utilize the bundle early in the SNF admission process.
Interdisciplinary weekly PI team meetings were held from December 2020 to February 2021 to
review the SNF admission note and frail bundle template. Associated psychosocial,
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organizational, and community options were added to the bundles to guide the SNF PCCs'
interventions. PI team discussions and frail bundle template updates were shared with the SNF
department PCCs. Feedback, questions, concerns, and suggestions from the frontline team were
brought back to the PI team for consideration and review.
Once the suggestions and updates to the SNF admission and frail bundle tool were
completed, an in-service was held with the skilled nursing PCCs to review the workflow (see
Appendix H). This 2-hour meeting was utilized to examine the admission assessment with the
newly created SNF frail bundle psychosocial assessment. The SNF PCCs were provided with an
electronic job aide to use as a reference after the training and standardized scripting to assure the
delivery of a consistent message that would bring forth meaningful information regarding the
patient's psychosocial health concerns. Weekly SNF team meetings were held with the PCCs to
troubleshoot questions and concerns.
Study of the Intervention
Intervention studies are conducted to measure and assess the PI's test of change (Dang &
Dearholt, 2018). Small tests of change were done to the SNF nursing assessment documentation
workflows to evaluate the patient's SDOH and interventions to bridge psychosocial gaps. One
small test of change was put together by a small group of nurses who volunteered to help design
the admission and psychosocial frail bundle assessment. The frail bundle is an assessment that
reviews potential SDOH barriers, such as access to food, mobility, caregiver support, and
transportation. This group designed the frail bundle questions to have corresponding
interventions covered by the patient's health plan versus community resources that the patient
would need to be referred to by the SNF social service designee.
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The psychosocial frail bundle tool was finalized and added to the bottom of the SNF
admission assessment. The assessment was tested for 14 days, and feedback from the nurses was
devastatingly negative. The department nurses felt that the documentation was too long, took too
much time, and all the information needed to complete the assessment may not be available upon
admission. The nurses decided that they wanted the next test of change to incorporate everyone's
voices. In addition to the documentation concerns, the nurses identified additional apprehensions
regarding nursing roles versus social worker roles and requested community resource training.
Audits showed a high level of compliance with completing the frail bundle, but many questions
were answered "To Be Determined." Several iterations of the frail bundle were tested with the
staff nurses' feedback. Flexibility was the next test of change to allow the nurses up to 5 days to
complete the frail bundle. Resources and training were provided to address SDOH care gap
interventions. Workflows were identified regarding which patients should be referred to the SNF
social service designee. SNF nursing staff feedback over the next 2 months improved
significantly. Documentation audits showed evidence of increased psychosocial frail bundle
documentation and interventions to bridge SDOH care gaps.
Evaluation of the psychosocial frail bundle implementation occurred weekly through
recurring meetings scheduled with the entire team. Staff feedback was utilized to update the
documentation process until most staff nurses approved the workflow and processes. The
outcomes measure was audited weekly for compliance, content, and interventions. Outcome
measures were shared with the team in weekly meetings to keep them informed of early
successes and to discuss process gaps.
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Measures
The project's outcome measure was to increase the number of patients who undergo a
psychosocial frail bundle assessment after being discharged from the hospital to a contracted
SNF. These data points will be measured on a run chart showing the number of patients who
received a psychosocial assessment within the established time set by the PI implementation
timeline. Although the preferred outcome measure for this PI project was to reduce post-SNF 30day readmissions, a smaller scale outcome measure was used due to time and data constraints.
The process metrics are the basic steps that contribute to a specific outcome metric, either
positively or negatively. For example, the process measures for this project are the development
and training of the SNF PCCs to utilize a psychosocial assessment tool, called the frail bundle,
and employing the tool to plan and secure interventions to close SDOH care gaps. These process
measures were chosen to impact the number of frail bundle assessments completed and
interventions planned and secured for the patient at high risk for readmissions.
A department's measures must be monitored to ensure that an improvement in one area
does not negatively affect performance in another area as the project's balancing measure.
The balancing measure for this PI project is the impact on the SNF PCCs' job satisfaction,
defined as the staff's time, workload, and compliance with the new psychosocial frail bundle
workflow. The workflow adds an assessment that will require the SNF PCC to provide additional
interventions and resources for safe discharge planning. The original PDSA combined the
psychosocial frail bundle with the initial SNF admission assessment, resulting in negative
feedback that the assessment took too much time on days with greater than five new admissions.
This feedback led to a second PDSA, which incorporated a new workflow where the frail bundle
could be unbuckled from the SNF initial admission to allow the clinician up to 5 days from
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admission to complete. This flexibility was well received, as it allowed the RN longer time to
gather information regarding the SDOH from the patient, family, and multidisciplinary team.
SNF PCC job satisfaction will continue to be monitored through direct report rounding, weekly
staff meetings, compliance audits, and intervention audits.
Ethical Consideration
The project was reviewed by faculty and was determined to qualify as an evidence-based
change in practice project rather than a research project. Therefore, Institutional Review Board
(IRB) review was not required (see Appendix I). The goal of the project was to improve
psychosocial assessments and interventions for skilled nursing patients.
The most critical ethical concern identified was that not all patients with reported SDOH
care gaps could be addressed in their short time admitted to an SNF. There are no easy answers
to the circumstances in which people are raised, work, live, and grow old. Economic policies and
structures, societal norms, social policies, and political systems can impact a wide range of
health, functioning, and quality-of-life outcomes (Bennett et al., 2018). Collaboration across
several industries, including medical care, public health, and social service providers, is required
to address SDOH.
Although the SNF multidisciplinary team cannot overcome all SDOH barriers, we can
begin to understand the health and social needs of the patients we serve. By asking the questions
and learning the available resources, the seeds we plant today can take root and significantly
improve a patient's quality of life and healthcare outcomes in the future. Thus, addressing SDOH
is an essential strategy to improve the health of our SNF population.
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Section IV. Results
Outcome Results
This quality improvement project's outcome measure centered on increasing the
percentage of patients who had a psychosocial frail bundle assessment completed after being
discharged from the hospital to a contracted SNF within 72 hours of admission. The frail bundle
assessment was initiated on January 18, 2021. Participation of the SNF PCCs utilizing the frail
bundle workflow was integral to this project's success.
The SNF PCCs completed the frail bundle assessment and initiated interventions for
patients identified with SDOH gaps. The outcome measure assessed the percentage of frail
bundles assessments and the percentage of interventions planned or secured completed by the
care coordinators once a patient was discharged from a hospital and admitted to a contracted
SNF. Initially, compliance with the frail bundle workflow exceeded the goal of 80% in both
February at 91% and March at 84%. Although compliance with the frail bundle was meeting the
goal, interventions for identified care gaps were low in these months, 31% in February and 47%
in March, with a goal of 60%. More education was needed regarding available resources to assist
the SNF care coordinators. By June 2021, 974 audits were completed, surpassing the goal, with
94% of SNF admissions receiving a psychosocial frail bundle assessment and 88% with
documented planned or secured interventions for the patients.
Section V: Discussion
Summary
The psychosocial frail bundle assessment was successfully implemented at 14 contracted
skilled nursing centers in the greater Sacramento area. Many lessons were learned during this 6month PI project. Initially, a small workgroup was recruited to work on the documentation
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template. This resulted in some of the frontline nurses feeling excluded from the process and
their input not being considered. Department morale was strained due to several factors,
including low staffing levels, and returning onsite skilled nursing after a year's remote work
assignment secondary to COVID-19 outbreaks in the local nursing homes. Critical feedback
from the team was that the documentation template was too labor-intensive and that the
psychosocial assessments should be completed by social workers upstream in the hospital
setting. Discussions were productive regarding nursing roles versus social work roles and when
to make referrals to the SNF social service designee. Engaging and educating hospital social
work department managers may impact the frail bundle being brought to the inpatient setting to
engage patients and families earlier in their healthcare event.
Weekly meetings were held to allow SNF department nurses a platform to vocalize their
concerns. Recommendations from these meetings were incorporated into the following PDSA
trials. PDSA number three supported the nurses' request to unbuckle the psychosocial frail
bundle tool from the admission assessment, giving the team more time and flexibility to
complete the frail bundle within 5 days. This PDSA resulted in the lowest compliance and
completion of the frail bundle throughout the project's 6-month time span. The final PDSA on
May 24 incorporated the learnings and recommendations for the previous three iterations. June
metrics demonstrated 94% completion of the psychosocial frail bundle assessment tool, thus
exceeding the goal set at 80%. Identification of planned and secured SDOH interventions
significantly improved in June to 88%, surpassing the goal of 60% planned interventions for the
patients.
Inclusion of the entire team and effective communication during the routine weekly
meeting improved compliance and buy-in by the staff completing the assessment. In a recent
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staff survey regarding job satisfaction around the frail bundle, the department score increased
from 2.0 out of five stars to 4.8 out of five stars. The staff appreciated the open team
communication and input into the workflow and documentation template. Through team
meetings, the job satisfaction regarding the project improved from low to high, which is essential
for the sustainability of this project.
Follow-up will require ongoing monitoring for compliance with the psychosocial frail
bundle assessment tool and providing ongoing education to the SNF PCC care coordinators to
improve their understanding of health plans and community benefits for patients with SDOH
care gaps. In addition, a new database within the EMR will allow SNF PCC to directly make
referrals to various organizations that need to work with patients or their families. This database
will let the care coordinator mix and match resources in the frail bundle to secure a safe and final
discharge plan to decrease post-SNF 30-day readmissions. Currently, this PI condensed timeline
has limited the ability to indicate an impact on post-SNF 30-day readmissions. However, as the
SNF care coordinators become more experienced in assessing SDOH and referring to appropriate
resources, we have great reason to believe our SNF readmission rate will decrease.
Conclusion
Hospital readmissions among individuals who have received care at SNFs are frequent
and costly. SNF patient characteristics, such as older age, and more significant illness load, are
linked to a higher risk of readmission in this population. However, other SDOH features, such as
poor social support, emotional challenges, housing, and transportation insecurity, are plausible
readmission risk factors that are often not adequately assessed. The psychosocial frail bundle
assessment tool was introduced to the contracted skilled nursing patient population to improve
needs assessment and identify resources that will safely enhance patients' ability to return to their
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home setting. The potential financial benefit of reducing costly SNF readmissions undoubtedly
outweighs the cost of implementing the psychosocial frail bundle assessment. Despite not having
confirmed decreased SNF readmission data, providing resources that can positively impact this
vulnerable population helps to create stronger communities concerned with the well-being of
others and improve the lives of those around us.
June metrics best demonstrate the positive impact of department collaboration, with 94%
completion of the psychosocial frail bundle assessment on admission and 88% completion of
SDOH planned interventions within the project timeline of January 18 to June 30, 2021 (see
Appendix J and Appendix K for final results). The successful completion of the psychosocial
frail bundle tool in the SNF environment from the initial charter (see Appendix L) has led to
discussions about expanding the process upstream to social workers at a local partnering
hospital. Routine psychosocial assessment done earlier in the patient's healthcare journey would
allow additional time to coordinate resources to this complex subset of patients. This PI project's
training material and staff feedback have been shared locally and regionally to improve lateral
coordination of care. The final standardized frail bundle documentation has been adopted and
implemented, and the new workflow is finalized to avoid workflow drift. Department managers
will complete intermittent documentation audits to sustain current performance and ensure the
frail bundle's continued success; staff meetings will be utilized to discuss success stories,
barriers, and opportunities.
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Appendix B. Six Sigma Performance Improvement DMAIC Cycle
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Appendix C. SWOT Analysis

STRENGTHS
● Regional SNF leadership support
● Local SNF leadership support
● Strong SNF PCC Team
● Shared vision and goal between
hospital and Continuum
● Established admission assessment
process and timeline

WEAKNESS
● Knowledge deficit on SDOH
assessment
● Lack of defined interventions for
SDOH barriers
● Interdepartmental team
communication
● Limited data resources

OPPORTUNITIES

THREATS

● Deficient SNF assessment for SDOH
● SNF staff non-compliance to new
● Staff education
SDOH assessment
● Continuity of review from hospital
● SNF staff overwhelmed with the
to SNF
additional workload
● Workflow efficiency
● Competing local and regional
● Continuity of care communication
priorities
from SNF to Continuum
● Employee engagement
departments
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Appendix D. Cost-Benefit Analysis
Return on Investment (ROI)
Cost of a Patient Being Re-hospitalized
Cost of Hospital Readmission
Average number of SNF patients
readmitted from home within 30 days
of discharge per month
Monthly cost of readmissions

$14,438 (AHRQ 2017)
5
72, 190

Cost of CNL Frail Bundle PI Project
Items
Total cost to hire a CNL for 160 hours
of education/audit at $76 an hour in
2021
SNF RN PCC in-service (14 staff) at
$70/hour, for 2 hours in 2021
Weekly 1 hour Q&A discussion x 4
weeks with SNF RN staff
Education Materials
Total costs of CNL Frail Bundle
Project

Cost
$12,160
$1,960
$3,920
$0
$18,120
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Appendix E. Frail Bundle Assessment Note
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Appendix F. Model for Improvement (MFI)
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Appendix G. PDSA Cycle
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Appendix H. Process Map
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Appendix I. IRB Non-Research Determination Form
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Appendix J. Frail Bundle Completed Results
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Appendix K. Frail Bundle Intervention Results
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Appendix L. Project Charter
Social Determinants of Health Assessment for Skilled Nursing Patients
Project Charter: Social Determinants of Health (SDOH) Assessment for Skilled Nursing
Patients
Global Aim: Reduce post-SNF 30-day all-cause readmissions
Specific Aim: Increase psychosocial assessment for patients discharged from the hospital to a
contracted skilled nursing facility from 0% to 80% by June 2021.
Background:
There has been growing awareness and recognition that vulnerable and aging populations with
frequent admissions utilize disproportionately large amounts of healthcare resources and
negatively impact healthcare costs. Hospital readmissions are a recognized quality indicator and
account for billions of dollars in annual Medicare spending. Strom et al. (2017) note that the total
weighted costs for 30-day readmissions in 2013 were $50.7 billion, and patients over the age of
65 accounted for 58% of readmission, at $29.6 billion. Reducing unnecessary rehospitalizations
has always been considered low hanging fruit to control rocketing healthcare costs. However,
since the Hospital Readmissions Reduction Program (HRRP) took effect in 2012, readmission
reduction has become an integral part of hospital healthcare agendas to avoid financial penalties
(Centers for Medicare & Medicaid Services [CMS], 2020a).
The acuity level of patients discharged from a hospital to a skilled nursing facility (SNF) is
higher now than in the past. Also, readmission disparity exists in populations made vulnerable by
public policies, social inequity, and social bias, putting these patients at higher risk of
readmission (CMS, 2020b). Therefore, it has become necessary to assess existing support
systems better and to understand the role of social determinants of health (SDOH) in influencing
health outcomes and 30-day post-SNF discharge readmissions.
Providing care in the most appropriate setting and reducing unnecessary 30-day post-SNF
discharge readmissions is an important organizational priority. Readmissions impact healthcare
resources, contribute to bed shortages in hospitals, and patients experience significant
psychological stress and a financial burden (Low et al., 2016). Early identification and
communication of the patient's SDOH through consistent and standardized documentation of the
short- and long-term non-medical plan can decrease a patient's risk for unplanned readmission
from SNF to home transitions. In addition, improved care coordination and resource planning
can positively affect hospital costs by reducing 30-day post-SNF discharge readmissions and
quality of life by supporting patients in managing their own healthcare needs from home.
Goals for the Project:
The overarching goal of this performance improvement project is to improve
coordination of care, quality, and SNF discharge transitions by assessing SDOH and providing
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interventions to address barriers that may increase a patient's risk for 30-day readmissions. The
project design will include the following steps:
1. Education of the Health Plan SNF Patient Care Coordinators regarding the "Frail
Bundle" assessment and resource planning tool.
2. Implementation of the SNF "Frail Bundle" assessment tool to identify SDOH
barriers.
3. Utilization of resources to bridge SDOH care gaps.
4. Coordination and lateral integration of SDOH patient-centered documentation and
interventions across care settings.
Measures:
Measure
Outcome:
SDOH "Frail Bundle"
assessments completed on
all new SNF admissions
Process
Percent of SNF PCCs
trained on the "Frail
Bundle" assessment
Percent of planned or
secured SDOH
interventions and resources
documented
Balancing
Impact on SNF PCCs' job
satisfaction related to
"Frail Bundle" SDOH
workflow

Data Source

Target

Daily SNF Census in
Health Connect

Increase from 0% to 80%
by June 2021

Health Connect

100% of SNF PCCs
receive training

Chart Audit

60% of SDOH
interventions and resources
documented

Direct Report Rounding

Less than 8 PCCs will
report dissatisfaction with
workflow each month
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Driver Diagram
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Sponsors
Continuum Administrator
Eldercare Director
Eldercare Manager

Y.S
L.D
G.L

Team
CNL Intern
CNL Preceptor
Eldercare Manager

Clinicians: SNF Patient Care Coordinators

H.W
L.D
G.L
G.M
G.G
J.G
C.K
P.K
J.B
J.G
L.G
K.C
R.C
M.B

Measurement Strategy
Background (Global Aim): By June 2021, all patients discharging from a hospital to a SNF will
be assessed for SDOH gaps and provided resources for identified barriers to improve
management of self-care at home and reduce the risk for 30-day readmissions.
Population Criteria: Patients discharged from the hospital to a contracted SNF for short-term
care.
Data Collection Method: Data will be obtained from Direct Report Rounding, Tableau, and
Health Connect chart reviews to compare baseline data with current data at weekly intervals.
Data Definitions:
Data Element
SNF
SDOH
Frail Bundle

Definition
Skilled nursing facility
Social determinants of health
Psychosocial assessment tool completed
within 5 days of admission to a contracted
SNF that assess SDOH barriers
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Post-SNF 30-day Readmission
SNF PCC
DRR
PI
EMR

Patients who have been readmitted to the
hospital within 30 days after discharge from
SNF
Patient care coordinator who assesses patient
admitted to SNF
Direct report rounding
Performance improvement
Electronic medical record

Measure Descriptions:
Measure
Frail Bundle
Assessments
Percent of SNF
patients with
planned or secured
SDOH interventions
documented

Impact on SNF
PCCs' job
satisfaction related
to Frail Bundle
SDOH workflow

Measure
Description
N = # of Frail
Bundles completed.
D = # of patients
admitted to a SNF
N = # of patients with
SDOH interventions
documented
D = # of patients with
completed Frail
Bundles
N = # of staff who
communicate a
decrease in job
satisfaction during
DRR.
D = # of SNF PCC
staff completing Frail
Bundle workflows

Data Collection
Source

Goal

Health Connect

80%

Health Connect

60%

DRR monthly
interviews

80%

Changes to Test
The primary test of change will be utilizing the Frail Bundle psychosocial assessment tool to
identify SDOH barriers for all skilled nursing patients on admission. The health plan SNF PCCs
will be educated to initiate resources available within the patient's insurance benefit and
community resources to bridge identified SDOH care gaps. The SDOH assessment and
intervention workflows will be tested for 4 weeks, Monday thru Friday, on the day shift. Weekly
meetings will be held with the SNF nurses to identify any barriers to implementing the
assessment and interventions. The SDOH assessment with planned and secured interventions
will be included in the SNF discharge transition note to communicate the SDOH plan of care
across care settings and among healthcare providers.
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Timeline
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CNL Competencies
The clinical nurse leader (CNL) operates within a microsystem and is a leader in
healthcare delivery systems across all care settings (American Association of Colleges of
Nursing [AACN], 2007). The SDOH performance improvement process will require the CNL to
perform a microsystem assessment to identify workflow pain points and quality problems.
Performance measures are used to assess and deliver high-value care (AACN, 2013).
Informatics and healthcare technologies will be utilized to analyze data and integrate patient care
across care settings (AACN, 2013). One of the most significant strengths of the CNL during this
project will be facilitating a collaborative and interprofessional approach while managing group
conflict (AACN, 2013).
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